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Table 14: CalAIM Renewal Trend Rates and Member Months  

Initiative Trend 
Rate1 

Member Months2 

DY 18 DY 19 
 

DY 20 
 

DY 21 
 

DY 22 
 

Hypothetical Services 

CBAS3 4.95% 70,000,000 73,865,000 73,865,000 73,865,000 73,865,000 

Out of State 
Former Foster 
Care Youth 

4.95% 984 984 984 984 984 

DMC-ODS: IMD 5.5% 153,990,930 137,498,501 137,526,001 137,526,001 137,526,001 

DMC-ODS: AI/AN 5.5% 153,990,930 137,498,501 137,526,001 137,526,001 137,526,001 

Justice-Involved4 4.95% 0 163,265 244,898 293,878 326,531 

 

 

 

 

 

1 The 4.95% trend rate used here is consistent with the trend rate used in California’s 
Section 1915(b) waiver for SMHS. California’s actuaries reviewed the Medi-Cal 
managed care program experience trend with a focus on the major rate categories over 
a four-year period (CY 2016 to CY 2019) and the national per capita trend for the four 
major Medicaid categories of aid as projected by CMS through CY 2026 in its most 
recent 2018 actuarial report. The trend rate is not specific to the hypothetical services in 
this waiver but is, nonetheless, viewed to be a reasonable aggregate trend assumption 
for this purpose (except for CBAS for DY 19, as described below). 
2 Except for CBAS, enrollment projections for DY 19 through DY 22 are held constant at 
DY 18 levels. 
3 Enrollment projections reflect high-level estimates of the populations that meet the age 
threshold for CBAS. For DY 19 and beyond, the projections reflect the mandatory 
enrollment, with certain exceptions, of dually eligible beneficiaries into the Medi-Cal 
managed care delivery system on a statewide basis. Relative to the average member, 
the incoming population disproportionately utilizes CBAS; therefore, the trend rate from 
DY 18 to DY 19, inclusive of both cost growth and utilization growth, is 31.88%. 
4 Enrollment projections represent estimated average utilizer months during the 
eligibility period up to 90 days pre-release, assuming ramp-up from DY 19 through DY 
22. 

https://www.cms.gov/files/document/2018-report.pdf
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Budget Neutrality—CalAIM Renewal Period 
The limit on expenditures in the current Medi-Cal 2020 Section 1115 demonstration is 
based on a combination of per-capita and aggregate spending amounts. California 
proposes to continue this model for the CalAIM renewal. However, under CalAIM, the 
renewal request represents a dramatic streamlining of the Section 1115 demonstration, 
particularly due to the transitioning of MCMC, Dental MC, and much of DMC-ODS to a 
consolidated Section 1915(b) waiver that also includes SMHS. As a result, the 
expenditures included under Limit A are much more streamlined.  

The CalAIM budget neutrality model also proposes to retain the existing waiver 
diversion of hospital Upper Payment Limit, “Limit B,” and California’s Medicaid DSH 
allotment, “Limit C.”  

Budget neutrality for the CalAIM demonstration also includes new proposals to provide 
certain Medi-Cal services to justice-involved populations pre-release, establish PATH 
supports, and create a GPP Equity Sub-pool. 

Cost projections for the per-capita expenditures, historical hospital UPL funding, and 
DSH expenditures will establish the WOW budget ceiling. Actual waiver expenditures 
for CalAIM initiatives will be applied against the WOW budget limit.  

Table 15: Projected CalAIM WOW and WW Expenditures 

Projected WOW Expenditures for DYs 18-22 (in thousands) 

Waiver Year 
PMPM Limits  

DY 18 DY 19 DY 20 DY 21 DY 22 

Hypothetical Services 

CBAS1 $611,408 $850,830 $892,946 $937,147 $983,536 

Out of State 
Former Foster 
Care Youth 

$376 $395 $415 $435 $457 

DMC-ODS: IMD $209,982 $217,153 $223,211 $229,818 $236,437 

DMC-ODS: 
AI/AN 
Healers/Helpers 

$4,059 $4,164 $4,280 $4,407 $4,534 

Justice-Involved n/a $84,086 $132,372 $166,710 $194,402 
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Other Expenditures 

DSH2 $2,052,818 $2,094,655 $2,137,329 $2,180,857 $2,225,255 

IP UPL PH $3,504,933 $3,504,933 $3,504,933 $3,504,933 $3,504,933 

     

 

Medi-Cal 2020 
Budget 
neutrality 
savings needed  

$3,614,730 

Projected WW Expenditures for DYs 18-22 (in thousands) 

 DY 18 DY 19 DY 20 DY 21 DY 22 

Hypothetical Services 

CBAS1 $611,408 $850,830 $892,946 $937,147 $983,536 

Out of State 
Former Foster 
Care Youth 

$376 $395 $415 $435 $457 

DMC-ODS: IMD $209,982 $217,153 $223,211 $229,818 $236,437 

DMC-ODS: 
AI/AN 
Healers/Helpers 

$4,059 $4,164 $4,280 $4,407 $4,534 

Justice-Involved n/a $84,086 $132,372 $166,710 $194,402 

Other Expenditures 

PATH 
Supports3 

$713,000 $584,500 $405,500 $231,000 $231,000 

IP UPL PH $2,641,879 $2,641,879 $2,641,879 $2,641,879 $2,641,879 

GPP 

DSH2 $2,052,818 $2,094,655 $2,137,329 $2,180,857 $2,225,255 

SNCP $472,000 $472,000 $472,000 $472,000 $472,000 
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Equity Sub-
pool 

$450,000 $450,000 $450,000 $450,000 $450,000

Tribal UCC  $1,000 $1,000 $1,000 $1,000 $1,000

DSHP $230,000 $230,000 $230,000 $230,000 $230,000

        

   

   

1 As described above, relative to the average member, the incoming population DY 19 
disproportionately utilizes CBAS; therefore, the trend rate from DY 18 to DY 19, 
inclusive of both cost growth and utilization growth, is 31.88%. 

2 Amounts are estimated; final amounts will be based on actual DSH allocations. 

3 PATH spending will be paid for through a combination of demonstration savings and 
hypothetical expenditures; California anticipates discussion with CMS on budget 
neutrality for PATH. 

Table 16: Projected CalAIM Monthly Per Capita Expenditures 

Projected Monthly Per Capita Expenditures for DYs 18-22 

 DY 18 DY 19 DY 20 DY 21 DY 22 

Hypothetical Services 

CBAS1 $8.73 $11.52 $12.09 $12.69 $13.32

Out of State 
Former Foster 
Care Youth2 

$382.45 $401.38 $421.25 $442.10 $463.99

DMC-ODS: IMD $1.36 $1.58 $1.62 $1.67 $1.72

DMC-ODS: 
AI/AN 
Healers/Helpers 

$0.03 $0.03 $0.03 $0.03 $0.03

Justice-Involved3 n/a $515.03 $540.52 $567.28 $595.36

  

  

  

  

  

1 The denominator is Medi-Cal managed care member months for members age 18 and 
older. 
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2 The denominator is estimated Medi-Cal managed care member months based on an 
assumed percentage of Out-of-State Former Foster Care Youth within the applicable 
aid code. 

3 The denominator is Medi-Cal managed care utilizer months during the eligibility period 
up to 90 days pre-release. 

 

Section 8 – Proposed Waiver and Expenditure Authorities 

DHCS intends to maintain in the new CalAIM Section 1115 demonstration the relevant 
waiver and expenditure authorities that were approved under the Medi-Cal 2020 Section 
1115 demonstration and is requesting limited new authorities, as described below, while 
proposing to transition certain authorities currently authorized in the Medi-Cal 2020 
Section 1115 demonstration to the consolidated 1915(b) waiver or to the Medi-Cal State 
Plan. 

These requests are being made in tandem with requests that the State will submit as 
part of its coordinated request for a Section 1915(b) waiver. To the extent that CMS 
advises the State that additional authorities are necessary to implement the 
programmatic vision and operational details described above, the State is requesting 
such waiver or expenditure authority, as applicable. California’s negotiations with the 
federal government, as well as State legislative/budget changes, could lead to 
refinements in these lists as we work with CMS to move the CalAIM initiative forward. 

Waiver Authorities 

Under the authority of Section 1115(a)(1) of the Act, the following waivers shall enable 
California to implement the CalAIM Section 1115 demonstration through December 31, 
2026. For the purposes of transitioning Medi-Cal managed care delivery systems from 
Section 1115 demonstration authority to 1915(b) waiver authority (for Medi-Cal 
managed care, Dental MC, and the DMC-ODS), DHCS is requesting to waive Freedom 
of Choice (§ 1902(a)(23)(A)) under the consolidated Section 1915(b) waiver and 
therefore is not requesting to continue those authorities during the Section 1115 
demonstration renewal period.  
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Table 17: Waiver Requests 

Waiver Authority Use for Waiver 
Currently 
Approved 

Waiver 
Request? 

§ 1902(a)(13)(A) 
(insofar as it 
incorporates 
Section 1923) 
DSH 
Requirements 

To exempt the State from making DSH 
payments, in accordance with Section 1923, 
to a hospital that qualifies as a DSH during 
any year for which the participating 
designated public hospital system with 
which the DSH is affiliated receives 
payment pursuant to the GPP.  

Yes 

§ 1902(a)(1) 
Statewideness 

To enable the State to operate the 
demonstration on a county-by-county basis.  
To enable the State to provide short-term 
residential treatment services in DMC-ODS 
to individuals on a geographically limited 
basis.  
To enable the State to provide peer support 
specialist services within Drug Medi-Cal 
State Plan counties to individuals on a 
geographically limited basis. (Peer support 
specialist services will be available in Drug 
Medi-Cal counties that opt in.) 

Yes, with 
modifications to 
reflect a new 
request related to 
peer support 
specialists in 
Drug Medi-Cal 
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Waiver Authority Use for Waiver 
Currently 
Approved 

Waiver 
Request? 

§ 1902(a)(10)(B) 
Amount, Duration, 
and Scope and 
Comparability 

To enable the State to provide different 
benefits for low-income pregnant women 
from 109 percent up to and including 138 
percent of the FPL, as compared to other 
pregnant women in the same eligibility 
group.28  
To enable the State to provide short-term 
residential treatment services to eligible 
individuals with SUDs under the DMC-ODS 
program that are not otherwise available to 
all beneficiaries in the same eligibility group.  
To the extent necessary, to enable the State 
to provide peer support specialist services 
within Drug Medi-Cal State Plan counties 
that are not otherwise available to all 
beneficiaries in the same eligibility group. 

Yes, with 
modifications to 
reflect the 
modification and 
sunset of Medi-
Cal 2020 Section 
1115 
programmatic 
features, new 
requests for peer 
support 
specialists in 
Drug Medi-Cal 

 

  

                                          

28 As noted above, DHCS intends to transition this authority from Section 1115 to the Medi-Cal 
State Plan and will prepare and submit the necessary State Plan Amendment(s) to make this 
change, if agreed to by CMS. It will not be necessary to continue this waiver authority if the 
State Plan Amendment is approved. 



 

96  

Expenditure Authorities 

Under the authority of Section 1115(a)(2) of the Act, California is requesting the renewal 
of approved expenditure authorities and new expenditure authorities so that the items 
identified below, which are not otherwise included as expenditures under § 1903 of the 
Act shall, through December 31, 2026, be regarded as expenditures under the State’s 
title XIX plan.  

The expenditure authorities listed below promote the objectives of title XIX in the 
following ways: 

1. Expenditure authorities 1, 6, 7, 9 and 10 promote the objectives of title XIX by 
increasing access to, stabilizing, and strengthening providers and provider 
networks available to serve Medicaid and low-income populations in the State. 

2. Expenditure authorities 1 and 6 promote the objectives of title XIX by increasing 
efficiency and quality of care through initiatives to transform service delivery 
networks to support better integration, improved health outcomes, and increased 
access to health care services. 

3. Expenditure authorities 2, 3, 4, 5, 6, 7, 8, and 10 promote the objectives of title XIX 
by improving health outcomes for Medicaid and other low-income populations in 
the State.  

Table 18: Expenditure Authority Requests  

Expenditure 
Authority Use for Expenditure Authority 

Currently 
Approved 

Expenditure 
Authority? 

1. Expenditures 
Related to 
the GPP for 
Participating 
Designated 
Public 
Hospital 
Systems 

Expenditures for payments to eligible designated 
public hospital systems, subject to the annual 
expenditure limits set forth in the STCs, to support 
participating designated public hospital systems 
that incur costs for uninsured care under the 
value-based global budget structure set forth in 
the STCs.  

Yes, with 
technical 
modification 

2. Expenditures 
Related to 
CBAS  

Expenditures for CBAS furnished to individuals 
who meet the level of care and other qualifying 
criteria. 

Yes 
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Expenditure 
Authority Use for Expenditure Authority 

Currently 
Approved 

Expenditure 
Authority? 

3. Expenditures 
Related to 
Low-Income 
Pregnant 
Women29  

Expenditures to provide benefits for pregnant 
women with incomes from 109 percent up to and 
including 138 percent of the FPL, which includes 
all benefits that would otherwise be covered for 
pregnant women with incomes below 109 percent 
of the FPL. 

Yes, with 
technical 
modification 

4. Expenditures 
Related to 
Out-of-State 
Foster Care 
Youth 

Expenditures to extend eligibility for full Medicaid 
State Plan benefits to former foster care youth 
who are under age 26, were in foster care under 
the responsibility of another state or tribe in such 
state on the date of attaining 18 years of age or 
such higher age as the state has elected, and 
were enrolled in Medicaid on that date.  

Yes 

5. Expenditures 
Related to 
the DMC-ODS 

Expenditures for services not otherwise covered 
that are furnished to otherwise eligible individuals 
who are DMC-ODS beneficiaries and short-term 
residents in facilities that meet the definition of an 
IMD. These facilities include but are not limited to 
free-standing psychiatric treatment centers, 
chemical dependency recovery hospitals, and 
DHCS-licensed residential facilities for residential 
treatment and withdrawal management services. 

Yes  

                                          

29 As noted above, DHCS intends to transition this authority from Section 1115 to the Medi-Cal 
State Plan and will prepare and submit the necessary State Plan Amendment(s) to make this 
change, if agreed to by CMS. It will not be necessary to continue this expenditure authority if the 
State Plan Amendment is approved. 
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Expenditure 
Authority Use for Expenditure Authority 

Currently 
Approved 

Expenditure 
Authority? 

6. Expenditures 
Related to 
PATH 
Supports 

Expenditure authority to support CalAIM 
implementation capacity at the community level, 
including payments to qualified entities as 
described in the STCs for  infrastructure and 
capacity building, as well as for interventions and 
services that will enable transition from Medi-Cal 
2020 to CalAIM and complement the array of 
benefits and services authorized in the 
consolidated CalAIM Section 1915(b) waiver 
delivery system and other related authorities. 

No 

7. Expenditures 
Related to 
the DMC-
ODS: 
Traditional 
Healers and 
Natural 
Helpers  

Expenditure authority as necessary to receive 
federal reimbursement for traditional healers and 
natural helper services provided to DMC-ODS 
beneficiaries by facilities and clinics operated by 
IHCPs. 

No 

8. Expenditures 
Related to 
Justice-
Involved 
Populations 

Expenditure authority as necessary under the pre-
release demonstration to receive federal 
reimbursement for costs not otherwise matchable 
for certain services rendered to individuals who 
are incarcerated 90 days prior to their release, 
including ECM or care coordination, as 
appropriate; and community-based physical and 
behavioral health clinical consultation services 
provided via telehealth or, optionally, in-person as 
needed. In addition, services will include a 30-day 
supply of medication, including MAT, and DME for 
use post-release into the community.30  

No 

                                          

30 As this demonstration request is a novel one, the specific additional waivers or expenditure 
authorities, if any, will be identified in collaboration with CMS. 



 

99  

Expenditure 
Authority Use for Expenditure Authority 

Currently 
Approved 

Expenditure 
Authority? 

9. Expenditures 
for 
Designated 
State Health 
Care 
Programs 

Expenditures for costs of designated programs 
that are otherwise state-funded, subject to the 
terms and limitations set forth in the STCs for the 
following programs:  
• AIDS Drug Assistance Program (ADAP)  
• Breast & Cervical Cancer Treatment Program 
(BCCTP)  
• California Children’s Services (CCS)  
• Department of Developmental Services (DDS)  
• Genetically Handicapped Persons Program 
(GHPP)  
• Medically Indigent Adult Long Term Care (MIA-
LTC)  
• Prostate Cancer Treatment Program (PCTP)  
• Song Brown Health Care Workforce Training  
• Mental Health Loan Assumption Program 
(MHLAP)  
• Steven M. Thompson Physician Corps Loan 
Repayment Program (STLRP) 

Yes, as 
approved in 
the original 
Medi-Cal 2020 
demonstration 

10. Expenditures 
for 
Uncompensa
ted Care for 
Indian Health 
Service (IHS) 
and Tribal 
Facilities 

Expenditures for supplemental payments to 
support participating IHS and Tribal facilities that 
incur uncompensated care costs associated with 
chiropractic services for which Medi-Cal coverage 
was eliminated by SPA 09-001 that are furnished 
by these providers to individuals enrolled in the 
Medi-Cal program. 

Yes, with 
modifications 
to limit to 
chiropractic 
services only 

Section 9 – Stakeholder Engagement and Public Notice 

The CalAIM Section 1115 demonstration renewal is the product of many years of 
stakeholder engagement. Key to DHCS’ public engagement efforts has been the 
Stakeholder Advisory Committee (SAC), which provides DHCS with valuable input from 
the stakeholder community on ongoing implementation efforts for the State’s Section 
1115 demonstration, as well as other relevant Medi-Cal and health care policy issues 

https://www.dhcs.ca.gov/formsandpubs/laws/Documents/Recent%20Amendments%20SPA%2009-001.pdf
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being addressed by DHCS. Specifically, SAC members are recognized stakeholders 
and/or experts in their fields, including, but not limited to, beneficiary advocacy 
organizations and representatives of various Medi-Cal provider groups. DHCS also 
engages regularly with the Behavioral Health SAC (BH-SAC), which follows the model 
of the SAC, to advise DHCS on the behavioral health components of the Medi-Cal 
program and on behavioral health policy issues more broadly. BH-SAC membership 
includes providers, association leaders, advocates, health systems and hospitals, and 
County MHP representatives. DHCS also actively engages with the County Behavioral 
Health Directors Association of California (CBHDA), and other key stakeholders on 
behavioral policy issues and changes, including those that do not require waiver 
authority. 

In addition, DHCS actively engages with the dozens of MCPs active in the State through 
quarterly meetings with the Managed Care Advisory Group (MCAG), inclusive of MCP 
representatives and other stakeholders and advocates to inform on issues that impact 
managed care beneficiaries. Present to engage with these stakeholders and the public 
are key DHCS leaders including decision makers and those who are subject matter 
experts in their respective programs and involved in the implementation of the Section 
1115 demonstration.  
 
From these stakeholder meetings, DHCS considered all feedback received from 
stakeholders and the public. In addition, the CalAIM proposal has been disseminated 
publicly since it was announced in fall of 2019, first in draft form and later as revised 
based on stakeholder feedback. DHCS’ internal consultations and analyses thereafter 
helped to inform the important steps of developing the State’s application for an 
extension or renewal of parts of the Section 1115 demonstration. SAC meetings are 
conducted in accordance with the California Bagley-Keene Open Meeting Act and other 
applicable requirements, and public comment occurs at the end of each meeting. 
Meeting information, materials, and minutes are available on the DHCS webpage DHCS 
Stakeholder Advisory Committee.This section – Section 9 – describes the public 
outreach and stakeholder engagement that DHCS conducted in spring of 2021, in 
accordance with federal regulations at 42 CFR § 431.408.  

Public Notice Process 
California has undertaken a robust public notice process in compliance with State and 
federal requirements, and made clarifying edits to the application to reflect feedback 
received throughout the public comment process.  

Public Website and Materials 
On April 6, 2021, the State notified the public of its intent to submit the CalAIM Section 
1115 demonstration amendment and renewal request, publishing the application and 
public notice on the DHCS homepage and the CalAIM 1115 Demonstration & 1915(b) 
Waiver webpage. Because the 1915(b) waiver, as well as initiatives under other 

https://www.dhcs.ca.gov/Pages/DHCSStakeholderAdvisoryCommittee.aspx
https://www.dhcs.ca.gov/Pages/DHCSStakeholderAdvisoryCommittee.aspx
https://www.dhcs.ca.gov/
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
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authorities, such as ILOS, all contribute to the CalAIM initiative and the Section 1115 
demonstration renewal request, and also because, over the course of negotiations with 
CMS, the sources of authority for some components of the CalAIM initiative might 
evolve, the public notice included information about these complementary initiatives. 
DHCS will negotiate both waivers with CMS simultaneously to ensure that California 
secures the authorities needed to implement CalAIM. The actual authority (e.g., Section 
1115 demonstration, 1915(b) waiver, Medi-Cal State Plan) for any particular initiative 
may change over the course of the public comment process and engagement with 
CMS. 

At the start of the public comment period, the CalAIM 1115 Demonstration & 1915(b) 
Waiver webpage included the State’s public comment materials (see links below), a 
summary of the public comment period’s dates and purpose, details about upcoming 
public hearings (i.e., dates, access information, accessibility details), and information 
about how stakeholders could submit public comment submissions via email, by U.S. 
mail, and in public hearings. Posted materials included:  

• Proposed CalAIM Section 1115 application  

• Proposed CalAIM Section 1915(b) overview 

• Public notice 

• Section 1115 abbreviated notice  

The CalAIM 1115 Demonstration & 1915(b) Waiver webpage, and the materials 
themselves, also linked to the CalAIM initiative homepage to give stakeholders a 
comprehensive view of the State’s proposed approach. Screenshots of the DHCS 
webpage updates are available in Appendix E. The public notice is available in 
Appendix C. 

Publication of Section 1115 Abbreviated Notice in the California State Register 
On April 9, 2021, the State published the Section 1115 abbreviated notice in the 
California State Register. The notice included a summary description of the CalAIM 
Section 1115 demonstration request; dates, times, and login details for the public 
hearings; instructions about how to submit public comments; and information regarding 
how to access copies of the demonstration amendment and renewal application 
available for public review and comment. The California State Register notice is 
available on the California State Register (2021, Volume Number 15-Z) and in Appendix 
E. 

Stakeholder Publications  
On April 7, 2021, the State emailed interested parties via the DHCS public stakeholder 
listserv to inform them of the posting of the application, the public comment period, 

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-Waiver-Renewal-Application.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1915-Waiver-Overview.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-1915%28b%29-Joint-Public-Notice.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-Abbreviated-Notice.pdf
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://oal.ca.gov/wp-content/uploads/sites/166/2021/04/2021-Notice-Register-Number-15-Z-April-9-2021.pdf
https://oal.ca.gov/california_regulatory_notice_online/
https://oal.ca.gov/wp-content/uploads/sites/166/2021/04/2021-Notice-Register-Number-15-Z-April-9-2021.pdf
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public hearings, and the process for public comment submission. These emails 
announced dates and details about how to participate in two public hearings (April 26, 
2021, and May 3, 2021) and the Tribal public hearing (April 30, 2021), all held virtually 
to prevent and mitigate the spread of COVID-19. Copies of the stakeholder emails, 
DHCS webpage updates, and social media postings are available in Appendix E. 
Throughout the comment period, DHCS disseminated regular reminders (via its 
stakeholder listserv and social media accounts) about the public hearings and public 
comment deadlines, available in Appendix E. 

Public Hearings 
The State certifies that it held two public hearings to present the details of the 
demonstration amendment and extension application and to take public comment. Both 
public hearings were held electronically via Zoom to promote social distancing and 
mitigate the spread of COVID-19. The first hearing was held on April 26, 2021, from 1–
2:30 pm Pacific Time, with approximately 335 attendees. The second hearing was held 
on May 3, 2021, from 2–3:30 pm Pacific Time, with approximately 339 attendees. The 
State made online video streaming and telephonic conference capabilities available, as 
well as closed captioning, to ensure statewide accessibility. At both hearings, DHCS 
presented an overview of the proposed CalAIM Section 1115 demonstration renewal 
application and then accepted public comments from webinar and telephonic 
participants. The PowerPoint presentation used during the public hearings was posted 
on the CalAIM 1115 Demonstration & 1915(b) Waiver page and is accessible here.  

In addition to the two public hearings, DHCS leadership provided an overview of the 
amendment and extension request at meetings of the SAC (April 29, 2021) and BH-
SAC (April 29, 2021). There were opportunities for public comments at both meetings.  

Public Comment Period 
The required 30-day public comment period ran from April 6, 2021, through May 6, 
2021. 

The State received approximately 271 public comments during the public comment 
period, including 169 comments submitted via email (CalAIMWaiver@dhcs.ca.gov) 
and/or U.S. mail as well as approximately 102 comments provided orally or via the 
Zoom Q&A box functionality during public hearings and other meetings. The written 
comments are available DHCS webpage CalAIM 1115 Demonstration & 1915(b) Waiver 
and a synthesis of the comments and responses is available in Appendix B. Because 
DHCS conducted a joint public comment period on the CalAIM Section 1115 application 
and the proposed CalAIM 1915(b) waiver renewal, commenters commented on both 
proposals; the majority of comments concerned policies related to the Section 1915(b) 
waiver delivery system and various aspects of the CalAIM initiative. 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-Public-Hearing-04-19-2021.pdf
mailto:CalAIMWaiver@dhcs.ca.gov
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
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The State appreciates the public’s robust review of the CalAIM Section 1115 
demonstration amendment and renewal application. The State reviewed and considered 
all public comments. Overall, the State received strong support for the CalAIM waivers 
and associated policies and their importance in advancing DHCS’ CalAIM initiatives and 
vision. Commenters expressed support for CalAIM proposals to continue GPP and 
develop the GPP Equity Sub-pool; to provide PATH supports; and to permit traditional 
healers and natural helpers to provide DMC-ODS services to advance culturally 
appropriate services for American Indians and Alaska Natives populations. Commenters 
provided a number of policy recommendations and considerations on the development 
of these programs.  

In addition, commenters were generally positive about the following topics, while 
flagging important questions and potential issues related to DHCS’ proposed 
justice-involved population initiatives related to providing select Medi-Cal services pre-
release; transitioning select DTI Domains from a pilot program to a statewide benefit; 
and transitioning WPC/HHP to ECM/ILOS. Commenters also raised important issues for 
DHCS to consider, including the care coordination between dental and physical health, 
and proposed changes to CCI and D-SNP aligned enrollment. Commenters proposed 
new policy items and changes for CBAS for DHCS’ consideration as well. Changes 
made in response to these comments are described below. 

Though not related to this immediate demonstration application, commenters provided 
feedback on a number of topics under DHCS’ purview, including the transition of 
pharmacy benefits from Medi-Cal managed care to FFS; expansion of postpartum 
coverage from 60 days to 12 months; application for an SMI/SED demonstration to 
authorize federal reimbursement for IMDs; integration of SMHS and DMC-ODS into a 
single health plan in 2027; development of the Population Health Management Strategy; 
and oversight and accountability parameters for MCPs.  

A summary of the comments and the State’s responses are available in Appendix B. All 
of the written public comment letters are available on the DHCS webpage CalAIM 1115 
Demonstration & 1915(b) Waiver. 

Tribal Consultation and Public Comment 
California is home to 109 federally recognized Tribal governments. In accordance with 
the California SPA 12-002, California Tribal Consultation Policy SPA Synopsis, and 
federal regulations at 42 CFR § 431.408(b), the State conducted Tribal consultation for 
the CalAIM Section 1115 demonstration amendment and renewal application through a 
written notice, as well as a public hearing held virtually to promote social distancing and 
mitigate the spread of COVID-19. The State’s required 30-day Tribal public comment 
period ran from April 7, 2021, through May 7, 2021. The Tribal public notice is available 
on the Notices of Proposed Changes to Medi-Cal Program webpage and in Appendix D. 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.cms.gov/files/document/california-state-plan-amendment.pdf
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/SPAs/California-Plan-Amendment-Synopsis.pdf
https://www.dhcs.ca.gov/services/rural/Pages/Tribal_Notifications.aspx
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On April 7, 2021, the State shared the Tribal public notice and information for the Tribal 
and designees of IHPs advisory meeting to be held on April 30, 2021, via email to the 
IHPs’ listservs. The public notice and information were also posted on the DHCS Indian 
Health Program homepage and in the Notices of Proposed Changes to Medi-Cal 
Program webpage. Copies of the stakeholder email and DHCS webpage updates are 
available in Appendix E. 

On April 30, 2021, from 2–3:30 pm Pacific Time, State Medicaid Director Jacey Cooper, 
along with the DHCS Primary, Rural, and Indian Health Division (PRIHD), hosted the 
Tribal advisory meeting with approximately 43 attendees. The meeting was held 
electronically via Zoom to promote social distancing and mitigate the spread of COVID-
19. The State made available online video streaming and telephonic conference 
capabilities to ensure statewide accessibility, as well as closed captioning. During the 
webinar, Director Cooper provided an overview of the CalAIM waivers, highlighted the 
potential impact on Tribes of the changes to the Medi-Cal program proposed in the 
CalAIM waivers, and engaged in a discussion with participants to consider questions 
and comments.  

During the meeting, participants raised concerns about the conclusion of the Tribal UCC 
program and impacts to Tribal health programs that do not elect to become Tribal 
FQHCs. Additionally, commenters were concerned that Tribal FQHC policies were not 
yet published. Participants also noted support for the proposed Indian Health Program 
Organized Delivery System (IHP-ODS), including access to traditional healers and 
natural helpers in the DMC-ODS program as a way to provide culturally appropriate 
SUD services and supports. The State thanked the Tribes for the operational questions 
and support and responded that additional details on the Tribal FQHCs’ implementation 
would be available later in May 2021. DHCS published additional Tribal FQHC guidance 
on May 14, 2021, including details for providers on billing services rendered by Tribal 
FQHCs and billing codes, and reviewed the new policy with IHP providers and Tribal 
organizations on June 11, 2021. As described above, in response to comments, DHCS 
is seeking authority to reinstate the Tribal UCC supplemental payments for chiropractic 
services, which are not accessible for Tribal health programs that do not elect to enroll 
as a Tribal FQHC.  

The PowerPoint presentation used during the Tribal public hearing was posted on the 
DHCS Indian Health Program’s Meetings, Webinars, and Presentations webpage and is 
accessible here. 

In addition to the April 30 webinar, DHCS also discussed the Section 1115 
demonstration application during the regularly scheduled Tribal Quarterly Meetings 
(March 5, 2021 and May 28, 2021). During the May 28 webinar, DHCS received three 
comments regarding payment rates for peer support specialists, natural helpers, and 
traditional healers, as well as a request to continue the Tribal UCC program and a 

https://www.dhcs.ca.gov/Documents/CalAIM1115-1915(b)WaiversJointTribalNotice.pdf
https://www.dhcs.ca.gov/services/rural/Pages/IndianHealthProgram.aspx
https://www.dhcs.ca.gov/services/rural/Pages/IndianHealthProgram.aspx
https://www.dhcs.ca.gov/services/rural/Pages/Tribal_Notifications.aspx
https://www.dhcs.ca.gov/services/rural/Pages/Tribal_Notifications.aspx
https://files.medi-cal.ca.gov/pubsdoco/bulletins/artfull/cah202105.aspx#a4
https://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/tribalfqhc.pdf
https://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/tribalfqhc.pdf
https://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/tribalfqhccd.pdf
https://www.dhcs.ca.gov/services/rural/Pages/MeetingandWebinars.aspx
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-Public-Hearing-04-19-2021.pdf
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request for responses to public comments submitted during the CalAIM waiver public 
comment period on the waiver proposals. DHCS thanked the Tribes for their questions 
and noted all public comments will be posted on the DHCS webpage CalAIM 1115 
Demonstration & 1915(b) Waiver, with responses addressed in the CalAIM Section 
1115 demonstration application. 

Summary of Changes to Demonstration Amendment and Renewal Application  
In response to comments received, the State modified the CalAIM Section 1115 
demonstration application to modify its requests and/or to request additional authority in 
several areas.  

The State received a number of comments supporting the justice-involved initiatives and 
with helpful recommendations. In response to comments received, DHCS has modified 
the CalAIM Section 1115 demonstration application to add an evaluation measure to 
assess changes in deaths related to fatal overdoses related to the proposed pre-release 
initiative for justice-involved populations. DHCS will also revise the timeframe of pre-
release services from the proposed 30 days to 90 days, given the many public 
comments received on the importance of building in enough time pre-release to 
coordinate with correctional agency staff, establish trusted relationships with ECM 
providers, enable consultations via telehealth or, optionally, in-person as needed, from 
behavioral and physical health community-based providers, identify needed 30-day 
supply of medications or DME, and set up meaningful transition plans in order to 
support stabilization and continuity of services post-release.  

In response to both stakeholder input and further refinement of our analysis, the State 
also adjusted our PATH request to $2.17 billion and provided additional details about 
how PATH will support CalAIM implementation capacity at the community level and 
advance California’s objectives related to advancing equity and improving quality and 
coordination of care for all Medi-Cal beneficiaries.  

In addition, in response to stakeholder feedback, the State also added requests to:  

• Authorize remote delivery of CBAS to current CBAS enrollees in specified 
circumstances. 

• Reinstate the Tribal UCC pool to provide reimbursement for chiropractic services 
delivered outside of new Tribal FQHC providers and continue the Tribal UCC 
expenditure authority from the prior waiver. 

The revised application also includes other technical changes to improve clarity as well 
as several updates to evaluation and EQRO reports to reflect later-posted information. 
Since publishing its draft Section 1115 demonstration application for public comment, 
the State also refined its budget neutrality estimates and included a more detailed 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
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accounting of demonstration spending in this revised application, including an updated 
DSHP request. 

Finally, the State received many public comments regarding the proposed behavioral 
health policy changes included in the attachments of the CalAIM Section 1915(b) waiver 
overview. The State continues to review these public comments and engage with 
stakeholders to address changes that do not require waiver authority but will be 
addressed in State statute, MCP reprocurement request for proposals (RFPs), SPAs, 
County MHP contracts, and/or additional informational notices and guidance issued by 
DHCS. 

Compliance With Post-Award Public Input Process  
In accordance with 42 CFR §§ 431.408, 431.412(c)(2)(vii), and 431.420(c), following 
CMS approval of the Medi-Cal 2020 Section 1115 demonstration renewal in 2015, 
DHCS convened the initial post-award forum on January 25, 2016. At this forum, 
through a webinar format, DHCS gave a walkthrough of the Medi-Cal 2020 Section 
1115 demonstration’s components and requirements and allotted time for public 
comment and questions.  

Thereafter, DHCS continued its public notice processes by conducting additional post-
award forums for the Medi-Cal 2020 Section 1115 demonstration. DHCS did so through 
the DHCS SAC meetings, announcing all meeting dates and materials in advance on 
the DHCS website and using a stakeholder distribution list. Through these SAC 
meetings (see above), DHCS continued to provide updates and solicit public comments 
regarding the State’s Section 1115 demonstration. These quarterly meetings served as 
the annual post-award forums.  

Going forward, DHCS will conduct the post-award forum for the CalAIM Section 1115 
demonstration approximately 30 days after CMS approves the demonstration renewal 
and waiver approvals and thereafter will continue to present updates and solicit public 
comments on a quarterly basis through ongoing SAC meetings. 
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Appendix A: EQRO and Quality Reports 

2019–20 Drug Medi-Cal Organized Delivery System (DMC-ODS) External 
Quality Review Organization (EQRO) Report  

Executive Summary (Full Report Available Here)  

This external quality review (EQR) report summarizes county programs providing SUD 
treatment services as part of the Medicaid SUD 1115 waiver demonstration in 
California: the DMC-ODS. The report was published on November 16, 2020, and covers 
FY 2019–20. 

As of July 2020, 30 counties and one regional group of seven counties (Humboldt, 
Lassen, Mendocino, Modoc, Shasta, Siskiyou, and Solano) were contracted to provide 
DMC-ODS. During FY 2019–20, 26 active counties had been operational for at least 12 
months, allowing for an EQR evaluation. For 12 counties, FY 2019–20 was their first 
year of DMC-ODS services; for purposes of the report, these counties are referred to as 
Year One counties. Eleven counties (Contra Costa, Imperial, Los Angeles, Monterey, 
Napa, Nevada, Santa Clara, Santa Cruz, San Diego, San Francisco, and San Luis 
Obispo) were completing their second year of services when they were reviewed, and 
three counties (Marin, Riverside, and San Mateo) were completing their third year of 
services; collectively, these 14 counties are referred to as “pioneer” counties. The 12 
Year One counties are Alameda, Fresno, Kern, Merced, Orange, Placer, Santa 
Barbara, San Bernardino, San Joaquin, Stanislaus, Ventura, and Yolo.  

In this year of quality reviews, the California external quality review organization 
(CalEQRO) reviewed a diverse range of county SUD models, ranging from Los Angeles 
County (which serves approximately one-third of the State population in both urban and 
rural environments) to Nevada County, which is a small rural county in the Sierra 
foothills. Many of the Year One counties benefited from lessons learned and best 
practices of the pioneer counties that began in the years before. Most reached out to 
request advice and support from these early adopters of the waiver. Also, all counties 
continued to benefit from ongoing training and extensive technical assistance from 
DHCS. The report provides recommendations for DHCS to build on the progress of 
DMC-ODS, including adapting the DMC-ODS model for smaller counties, including 
developing regional approaches such as the regional model DHCS approved with the 
Partnership Healthplan of California’s seven-county coalition; incorporating best 
practices in access, timeliness, and quality of care into the Section 1915(b) waiver 
related to DMC-ODS; continuing State and local infrastructure investments to improve 
SUD treatment and access; and supporting stigma reduction and affordable housing 
initiatives to support clients and communities.  

https://caleqro.com/dmc-eqro#!dmc-county_annual_dmc_reports
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The report includes highlights and best practices emerging from each area that the 
CalEQRO evaluated in the county reviews. These included performance measures 
related to access, continuity of care, and quality. Also reviewed were key components 
linked to optimal care and quality, observations of major shifts in the delivery systems, 
the performance improvement projects to enhance areas related to clinical or 
administrative services, information system capacity assessments and their use for 
quality and administrative requirements, highlights from key stakeholder focus groups, 
and key findings and recommendations.  

2019–20 Medi-Cal Managed Care External Quality Review Technical Report 

Executive Summary (Full Report Available Here) 

As required by CFR 42 § 438.364 and 457.1250,31 DHCS contracts with Health 
Services Advisory Group, Inc. (HSAG), an EQRO, to prepare an annual, independent, 
technical report. As described in the CFR, the independent report must summarize 
findings on access and quality of care for the Medicaid and CHIP populations, including:  

• A description of the manner in which the data from all activities conducted in 
accordance with CFR § 438.358 were aggregated and analyzed, and 
conclusions were drawn as to the quality and timeliness of and access to the 
care furnished by the managed care organization (MCO), prepaid inpatient health 
plan (PIHP), prepaid ambulatory health plan (PAHP), or primary care case 
management (PCCM) entity 

• For each EQR-related activity conducted in accordance with 42 CFR § 438.358: 
o Objectives 
o Technical methods of data collection and analysis 
o Description of data obtained, including validated performance 

measurement data for each activity conducted in accordance with 42 CFR 
§ 438.358(b)(1)(i) and (ii) 

o Conclusions drawn from the data 

• An assessment of each MCO, PIHP, PAHP, and PCCM entity’s strengths and 
weaknesses for the quality and timeliness of and access to health care services 
furnished to Medicaid beneficiaries 

                                          

31 U. S. Department of Health and Human Services, CMS. Federal Register/Vol. 81, No. 
88/Friday, May 6, 2016. 42 CFR Parts 431,433, 438, et al. Medicaid and CHIP Programs; 
Medicaid Managed Care, CHIP Delivered in Managed Care and Revisions Related to Third-
Party Liability; Final Rule. Available at https://www.gpo.gov/fdsys/pkg/FR-2016-05-06/pdf/2016-
09581.pdf. Accessed on December 2, 2019. 

https://www.dhcs.ca.gov/dataandstats/reports/Pages/MgdCareQualPerfEQRTR.aspx
https://www.gpo.gov/fdsys/pkg/FR-2016-05-06/pdf/2016-09581.pdf
https://www.gpo.gov/fdsys/pkg/FR-2016-05-06/pdf/2016-09581.pdf
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• Recommendations for improving the quality of health care services furnished by 
each MCO, PIHP, and PAHP, including how the State can target goals and 
objectives in the quality strategy, under 42 CFR § 438.340, to better support 
improvement in the quality and timeliness of and access to health care services 
furnished to Medicaid beneficiaries 

• Methodologically appropriate, comparative information about all MCOs, PIHPs, 
PAHPs, and PCCM entities consistent with guidance included in the EQR 
protocols issued in accordance with 42 CFR § 438.352(e) 

• An assessment of the degree to which each MCO, PIHP, PAHP, or PCCM entity 
has effectively addressed the recommendations for quality improvement made by 
the EQRO during the previous year’s EQR in accordance with 42 CFR § 
438.364(a)(6)  

The review period for this 2019‒20 Medi-Cal Managed Care External Quality Review 
Technical Report is July 1, 2019, through June 30, 2020. HSAG will report on activities 
that take place beyond this report’s review period in the 2020–21 Medi-Cal Managed 
Care External Quality Review Technical Report. 

42 CFR § 438.2 defines an MCO, in part, as “an entity that has or is seeking to qualify 
for a comprehensive risk contract.” CMS designates DHCS-contracted managed care 
plans (MCPs) as MCOs and Dental MC plans as PAHPs. DHCS designates two of its 
MCOs as population-specific health plans (PSPs). DHCS’ MCMC program has one 
contracted MCO and one PIHP with specialized populations, which are designated as 
specialty health plans (SHPs). Unless citing Title 42 CFR, this report refers to DHCS’ 
MCOs as MCPs or PSPs (as applicable), DHCS’ PAHPs as Dental MC plans, and the 
MCO and PIHP with specialized populations as SHPs. This report will sometimes 
collectively refer to these Medi-Cal MCPs as “MCMC plans.” 

MCMC plans provide managed health care services to more than 11 million 
beneficiaries (as of June 2020)32 in California through a combination of contracted 
MCPs, SHPs, PSPs, and Dental MC plans. During the review period, DHCS contracted 
with 25 MCPs,33 three PSPs, and one SHP to provide health care services in all of 
California’s 58 counties. Additionally, DHCS contracted with three Dental MC plans that 
each operate in Los Angeles and Sacramento counties.   

                                          

32 “Medi-Cal Managed Care Enrollment Report.” Available at 
https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report. Enrollment 
information is based on the report downloaded on July 15, 2020. 

33 Note: HSAG refers to Kaiser NorCal and Kaiser SoCal as two separate MCPs in this report; 
however, DHCS holds just one contract with Kaiser (KP Cal, LLC). 

https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report
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Note that beginning in March 2020, to comply with the California shelter in place 
mandates and to allow MCMC plans as well as their contracted providers to focus on 
COVID-19 pandemic response efforts, DHCS allowed MCMC plans flexibility related to 
some activities that required in-person interaction. This operational flexibility was given 
to two focus studies, the Timely Access and Encounter Data Validation studies, neither 
of which are federally mandated EQR activities. DHCS also allowed flexibility to MCMC 
plans related to quality reporting of annual measures, which require an in-person chart 
review in order to complete a hybrid reporting methodology; all allowances made by 
DHCS were within either National Committee for Quality Assurance (NCQA) or CMS 
allowable parameters. Impact of COVID-19 to specific activities is described in detail in 
the 2019-20 Technical Report.  

2018 Medi-Cal Managed Care Quality Strategy Report 

Summary (Full Report Available Here):  

The Medi-Cal Managed Care Quality Strategy Report submitted to CMS in July 2018 
describes California’s Medicaid quality strategy and how it meets the requirements of 
the Medicaid Managed Care and CHIP Managed Care Final Rule (Final Rule) at 42 
CFR § 438.340. The final report includes quality strategies across all of California’s 
Medicaid managed care delivery systems, including: (i) MCPs; (ii) County MHPs; (iii) 
DMC-ODS plans; and (iv) Dental MC plans. 

DHCS is the single State agency responsible for the administration of California’s 
Medicaid program, called Medi-Cal. Each of the four Medi-Cal managed care delivery 
systems has developed goals, objectives, metrics, and performance improvement 
projects aligned to the Triple Aim and seven department-wide priorities. In addition, 
DHCS’ ten-year vision for Medi-Cal is to implement a whole-system, person-centered, 
population health approach to equitable health and social care. This will be an 
integrated “wellness” system, which aims to support and anticipate health needs, to 
prevent illness, and to reduce the impact of poor health. Services and support will 
deliver high-quality care that is accessible and useable to achieve more equal health 
outcomes across the entire continuum of care, for all. As part of this effort, DHCS is in 
the process of updating its Comprehensive Quality Strategy to encompass not just 
MCPs but also the FFS and other programs to achieve quality and health equity goals 
across the full spectrum of care DHCS provides.  

Some of the Medi-Cal managed care delivery systems already publish these and 
additional quality improvement measures in other documents, and the current report 
includes links to these other documents where appropriate. This report also describes 
California’s arrangements for external quality reviews, descriptions of transition of care 
policies, plans to reduce health disparities, use of intermediate sanctions, and 
identification of persons who need LTSS. The DHCS emphasizes learning and sharing 

https://www.dhcs.ca.gov/formsandpubs/Documents/ManagedCareQSR062918.pdf
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of best practices among our managed care delivery systems, as DHCS has previously 
implemented many of the quality strategy reporting requirements for MCPs. 

California Centers for Medicare & Medicaid Services (CMS) Form 416 
EPSDT/CHIP Report 

The 2019 Form 416 EPSDT/CHIP report (file name: 
2019EPSDT_StateRpt20201112.pdf; pages 13–15) is available at 
https://www.medicaid.gov/medicaid/benefits/downloads/fy-2019-data.zip. 

In accordance with § 1902(a)(43)(D) of Act, the State submits the annual Form CMS-
416 to report on the provision of the EPSDT benefit, specifically providing the (1) 
number of children provided child health screening services; (2) number of children 
referred for corrective treatment; (3) number of children receiving dental services; and 
(4) the State’s results in attaining the goals described in § 1905(r) of the Act.  

The basic information provided in Form CMS-416 provides a baseline to measure the 
quality of and access to care provided by DHCS through the Medi-Cal program 
generally and under the demonstration specifically. Compared to FY 2018, the 2019 
Form CMS-416 showed modest increases in the total screens received. The screening 
ratio increased across all age groups, as well compared to FY 2018. California 
experienced modest increases in total eligible children referred for corrective treatment 
in FY 2019 compared to the year prior, with the largest gains in age ranges six to 20. 
Similarly, California had an increase in total eligible children receiving preventive dental 
services, with the State’s youngest children (under age two) reporting more services 
compared to older children enrolled in Medi-Cal.  

Through regular review of the data collected each year, DHCS seeks to identify trends 
that may illustrate barriers to access or areas that could be improved; if concerns are 
identified, DHCS takes necessary actions to address such issues. For example, 
because the majority of children receive Medi-Cal services through MCPs, DHCS has 
issued a number of All Plan Letters to clearly outline and delineate MCPs’ obligations to 
ensure children are able to access and receive all EPSDT services (see, e.g., All Plan 
Letter 19-010). In addition to statewide guidance and clarification, DHCS regular 
reviews the MCP’s Evidence of Coverage and contract language to ensure the 
description of the EPSDT benefit includes the latest guidance issued by the American 
Academy of Pediatrics/Bright Futures’ Recommendations for Preventive Pediatric 
Health Care Periodicity Schedule. 

In addition, DHCS uses the annual Children’s Preventive Services Report (PSR) as a 
tool to identify and monitor appropriate utilization of preventive services for children in 
Medi-Cal managed care. DHCS worked with its independent EQRO to develop the PSR 
to assess the provision of preventive services across MCPs and regions according to 

https://www.medicaid.gov/medicaid/benefits/downloads/fy-2019-data.zip
https://www.dhcs.ca.gov/formsandpubs/Documents/MMCDAPLsandPolicyLetters/APL2019/APL19-010.pdf
https://www.dhcs.ca.gov/formsandpubs/Documents/MMCDAPLsandPolicyLetters/APL2019/APL19-010.pdf
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State regulatory requirements as well as the national Healthcare Effectiveness Data and 
Information Set (HEDIS) measures. Efforts were made to expand measures that were 
used for monitoring MCPs to address pediatric preventive care services. Due to the 
disruptions caused by COVID-19, the 2020 PSR was released in two phases: Phase 1 
was released in December 2020 and contained statewide and regional reporting while 
Phase 2 was released in February 2021 and reflected MCP-specific performance as 
well as included Blood Lead Screening rates in accordance with State requirements. 
The 2020 PSR Part 1 can be found here and Part 2 (Addendum) can be found here.  

It is important to note that special efforts were made to ensure children were receiving 
preventive care services during the COVID-19 pandemic. Over the last year, DHCS 
required MCPs to conduct outbound call campaigns to encourage families to ensure 
children are receiving immunizations and blood lead level screenings. DHCS has also 
made supplemental payments to pediatric primary care providers to screen for EPSDT 
services including, ACEs screenings and developmental screenings. DHCS also 
established family therapy as a covered Medi-Cal benefit and clarified EPSDT 
protections for mental health, SUD, and early intervention services.  

DHCS will continue to monitor EPSDT services carefully as the Medi-Cal delivery 
system transitions from the Section 1115 demonstration to Section 1915(b) delivery 
system authority. As outlined in the CalAIM Section 1915(b) waiver, DHCS attests that 
contracting MCPs comply with EPSDT requirements.   

https://www.dhcs.ca.gov/Documents/MCQMD/2020-Preventive-Services-Report.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/2020-Preventive-Services-Report-Addendum.pdf
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Appendix B: Responses to Public Comments 

Overview 

DHCS received approximately 271 comments during the comment period for the 
proposed CalAIM Section 1115 Demonstration Application and proposed CalAIM 
Section 1915(b) Overview, which describes the 1915(b) waiver and related policy 
changes that California will be pursuing in tandem with this Section 1115 demonstration 
renewal. The total number of public comments includes comments received during 
three public webinars and 169 letters and emails; all written public comments are de-
identified for personal information and posted on the DHCS webpage CalAIM 1115 
Demonstration & 1915(b) Waiver.  

The following summary of comments and DHCS responses primarily reflects input on 
the proposed CalAIM Section 1115 Demonstration Application (as required by 42 CFR 
§§ 431.408 and 431.412) as well as topics that are relevant to the integrated CalAIM 
federal waiver requests. DHCS also includes below a brief summary of comments 
related to the proposed CalAIM 1915(b) waiver. In addition to comments related to the 
State’s demonstration and waiver requests to CMS, various commenters provided input 
about other CalAIM and Medi-Cal topics, including ECM/ILOS. The State appreciates 
those comments and will consider them as it continues to work to strengthen Medi-Cal 
and implement the CalAIM initiative. 

Section 1115 Demonstration 

Overarching CalAIM Waiver Comments 

Comment: Many commenters supported the approach of the CalAIM waivers, 
including the focus on improving the Medi-Cal delivery system and adopting a 
whole person model. Multiple commenters also supported the three overarching 
goals of the CalAIM Proposal: 

1. Identify and manage member health risk and health needs via SDOH and whole 
person care approaches. 

2. Facilitate Medi-Cal to be more consistent and seamless by increasing alignment 
across delivery systems, reducing complexity, and increasing flexibility. 

3. Improve quality outcomes, reduce health inequities, and foster delivery system 
transformation and innovation via value-based initiatives, system modernization, 
and payment reform. 

Response: The State appreciates the commenters’ support for the CalAIM waivers and 
initiatives. DHCS is committed to improving the Medi-Cal delivery system for all Medi-
Cal beneficiaries through a whole person care and service model. 

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-Waiver-Renewal-Application.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1915-Waiver-Overview.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1915-Waiver-Overview.pdf
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-Proposal-03-23-2021.pdf
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Comment: One commenter opposed the integrated CalAIM 1115 and 1915(b) 
waivers, expressing concerns that elements of the CalAIM proposal could disrupt 
access to behavioral health care services for children 

Response: The State appreciates the commenter’s concerns and is committed to 
ensuring that the transition from 1115 to 1915(b) delivery system authority preserves 
access to behavioral health care for children, including Early and Periodic Screening, 
Diagnostic, and Treatment (EPSDT services. The CalAIM 1915(b) waiver will bring each 
of the managed care delivery systems under one federal authority, standardizing federal 
requirements to the extent possible. The State’s behavioral health proposals are in part 
aimed at strengthening access to appropriate care, including clarifying the current 
division of responsibilities between MCPs and County MHPs to improve beneficiaries’ 
access to medically necessary services. These proposals were developed following 
extensive consultation with stakeholders and incorporation of their feedback. The State 
is conducting ongoing consultations to continue refining its proposals and, as changes 
are implemented, will oversee and monitor changes to further ensure that access for 
children with behavioral health care needs is not disrupted.  

Health Equity 

Comment: Commenters encouraged DHCS to maximize the federal waiver 
opportunity to address health equity goals detailed in the CalAIM proposal for 
Medi-Cal and Medi-Cal MCPs, and to engage stakeholders in innovative solutions 
to address health disparities. Another commenter recommended that DHCS 
establish a consumer advisory committee to ascertain the extent to which CalAIM 
initiatives are addressing equity concerns. 

Response: The State appreciates these comments and continues to strive to 
incorporate equitable principles and policies in all of DHCS’ work, including the CalAIM 
proposal. Equity has been, and continues to be, a key focus of the Administration and 
DHCS to advance diversity, equity, and inclusion both within DHCS and on behalf of the 
Californians we serve. For example, the CalAIM Section 1115 demonstration includes 
the proposed establishment of a new, separate GPP Equity Sub-pool to address social 
needs and respond to the impacts of systemic racism and inequities on the uninsured 
populations served by public hospital systems. If approved by CMS, the GPP Equity 
Sub-pool will allow participating designated public hospital systems to receive payments 
based on providing services and completing activities designed to address the social 
determinants of health. In addition, the department’s request for PATH supports 
resources will help support the transformation of service delivery networks at the 
community level to increase access to health care services, support better integration of 
physical and behavioral health and health-related services, and improve health 
outcomes, with particular attention to providers and community-based organizations in 
communities that have been historically under-resourced because of economic or social 
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marginalization due to race, ethnicity, rural geography, or other factors. Furthermore, 
DHCS will continue to focus on health equity and addressing health disparities with 
stakeholders in SAC and BH-SAC meetings. 

American Indians and Alaska Natives Tribal SUD Services 

Comment: Many commenters supported the request for DMC-ODS to include 
culturally appropriate services and practices delivered by traditional healers and 
natural helpers, and one commenter requested an allowance for specific cultural 
health care practices for Tribal 638 clinics, noting that having culturally 
appropriate practices reimbursed is important for Tribal providers, regardless of 
who the administrative entity is providing the service. One commenter requested 
DHCS ensure IHPs, including residential treatment facilities, receive 100 percent 
Federal Medical Assistance Percentage (FMAP) for services provided by 
traditional healers and natural helpers. 

Response: The State appreciates the comments and looks forward to working with CMS 
to secure the requested authority to reimburse culturally appropriate services and 
practices delivered by traditional healers and natural helpers. 

Comment: A commenter urged DHCS to work directly with American Indians and 
Alaska Natives communities to ensure that the spirit and integrity of the services 
provided by these providers are not altered to fit within the Western medical 
model framework. Commenters urged DHCS’ continued consultation with IHPs in 
identifying the appropriate “evidence based practices.” 

Response: The State appreciates these comments and will continue to consult with our 
Tribal partners as we negotiate with CMS for approval of this request to ensure 
culturally appropriate services for American Indians and Alaska Natives communities. 
Consultations with Tribal partners will continue through the demonstration’s 
implementation.  

Comment: Commenters recommended that DHCS define “culture” for culturally 
appropriate traditional healers and natural helpers beyond race and ethnicity to 
include other cultural communities, including gender identity, sexual orientation, 
generation, and geographic region. 

Response: The State appreciates the commenters’ perspective. In addition to the 
demonstration request to authorize traditional healers and natural helpers, the State is 
also pursuing a SPA to authorize peer support services in DMC-ODS, SMHS, and Drug 
Medi-Cal to enable access to peer support specialists across human diversity factors, 
including gender identity, sexual orientation, generation, and geographic region. Peers 
will be able to provide culturally competent services across all communities to promote 
recovery, engagement, socialization, self-sufficiency, self-advocacy, development of 
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natural supports, and identification of strengths. In combination, authorization of 
traditional healers and natural helpers along with peer support specialists will help 
advance the goal of providing Medi-Cal enrollees with enhanced access to care from all 
of the cultural communities represented in California. 

Comment: One commenter noted that traditional healers and natural helpers are 
already able to deliver mental health services as “Other Qualified Providers” but 
are not routinely used by either the MCP or County MHP. The commenter 
requested that DHCS issue guidance to encourage MCPs and MHPs to leverage 
traditional healers and natural helpers to provide mental health services as an 
“Other Qualified Provider.” 

Response: The State appreciates the commenter’s input and will consider opportunities 
to encourage MCPs and County MHPs to utilize traditional healers and natural helpers, 
pending the outcome of negotiations with CMS. 

Community-Based Adult Services (CBAS) 

Comment: One commenter requested clarification on the proposed technical 
changes to CBAS that are described in the draft CalAIM Section 1115 
demonstration application. One commenter requested additional details 
regarding the proposed MCP contract changes related to CBAS. 

Response: The technical changes related to the CBAS program are focused on aligning 
the STCs with the existing CBAS components of the Medi-Cal Provider Manual and the 
proposed MCP contract changes. The changes also align with updates to the Standards 
of Participation and guidance issued by the California Department of Aging (CDA). 

Comment: Many commenters expressed support for the continuation and 
modernization of the CBAS model by incorporating lessons learned during the 
COVID-19 public health emergency and aligning those lessons with the goals of 
the Master Plan for Aging to improve access to home and community-based 
services throughout the State. Many commenters encouraged DHCS to update 
the CBAS model to permit additional flexibilities, including adopting the 
Temporary Alternative Services (TAS) model as an ongoing CBAS feature, 
implementing telehealth to deliver CBAS, and adopting a Home Health type of 
service within the CBAS model. 

Response: The State appreciates the commenters’ helpful feedback. Although CBAS 
will remain a largely center-based model of care, in recognition of stakeholder feedback 
to continue the TAS flexibilities implemented in response to the COVID-19 public health 
emergency, DHCS amended the Section 1115 application to allow a modified version of 
the flexibilities to continue in specified circumstances where an existing CBAS 
participant experiences a personal or public health emergency. If approved, DHCS and 
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the CDA will work collaboratively with CMS to develop additional standards for CBAS 
delivery to allow for an immediate response and continuity of care for CBAS participants 
when they are restricted/prevented from receiving services at the center. As with 
flexibility provisions implemented during the COVID-19 public health emergency, under 
specifically defined circumstances, approved CBAS providers would be authorized to 
deliver medically necessary services and supports and provide intensive care 
management/care coordination services to address the assessed and expressed needs 
of their complex, high-risk participants in the home, in the community, and/or via 
telehealth. The CBAS multidisciplinary care and support model would remain primarily 
the same whether provided in the center, in the home, and/or remotely via 
telehealth/telephone, including medical, therapeutic, and social service delivery.  

Comment: Many commenters recommended that DHCS include additional 
revisions to CBAS, including adding a research component for CBAS, 
encouraging MCPs to contract with CBAS providers for ECM as a feature of 
CBAS and “CBAS Plus”, and encouraging partnerships between adult day health 
centers and MCPs. 

Response: Through the implementation of CalAIM, DHCS will seek to address the 
intent of these comments with regard to continuing to define how CBAS interacts and 
partner with MCPs, both generally and in relation to ECM and ILOS. 

Comment: Commenters requested DHCS consider defining presumptive eligibility 
for CBAS for individuals who are within 60 days of a nursing home or hospital 
stay and who meet medical necessity criteria, transitioning CBAS to a Medi-Cal 
State Plan benefit, creating a DHCS, CDA, CBAS leadership workgroup to 
modernize the STCs and SOPs for CBAS, and requiring access standards for 
CBAS beneficiaries. 

Response: The State acknowledges the importance of these comments and points to 
its planned HCBS/MLTSS Gap Analysis and Multi-Year Roadmap as the appropriate 
vehicle to further examine these recommendations. Specifically, the gap analysis plans 
to address the following objectives: reduce inequities in access and services, meet 
client needs, increase program integration and coordination, improve quality, and 
streamline access. 

Comment: One commenter requested that DHCS consider modifying CBAS to 
include mental health and SUD provisions, including providing information to 
beneficiaries to improve their ability to be their own advocate and/or partner with 
peer support staff, ensuring CBAS abides by Substance Abuse Mental Health 
Services Administration (SAMHSA) recovery principles, and permitting 
consumers to receive mental health and SUD services at the same location, date, 
and time. 
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Response: The commenter’s comments appear focused on community-based adult 
services generally, rather than on CBAS specifically. The CBAS benefit includes 
assessment processes to identify if a referral to a CBAS mental health consultant is 
appropriate, recommended, and/or requested. An appointment with a CBAS mental 
health consultant is scheduled to occur at a CBAS center during a beneficiary’s 
scheduled day of attendance. 

Comment: One commenter requested DHCS provide updated guidance and 
regulations pertaining to county Medi-Cal eligibility functions for CBAS, 
supporting a robust technical assistance framework and a continuous 
improvement process in lieu of any penalties. 

Response: The State appreciates this comment, but does not believe the county 
eligibility functions raised by the commenter are applicable to the proposed changes to 
the CBAS program.  

Comment: One commenter noted that projected expenditures for Demonstration 
Year (DY 18 through DY 22 for CBAS do not align with projections over the past 
eight years. The commenter raised concerns regarding the projections for 
mandatory enrollment of dual eligible beneficiaries statewide as of January 2023, 
noting concerns about capacity for MCPs to serve the expanded population, and 
recommended connecting CBAS to ECM for assistance. 

Response: The State appreciates the comment and reviewed the DY 18 through DY 22 
projections for CBAS when finalizing budget neutrality estimates. The projections for DY 
18 through DY 22 broadly consider the impact of cost trends and higher Medi-Cal 
managed care enrollment relative to historical levels, including, but not limited to, the 
mandatory enrollment of dual eligible beneficiaries statewide as of January 2023.  

Dental Benefits and Dental Transformation Initiative (DTI) 

Comment: Commenters noted in prior conversations with DHCS that DTI would 
likely conclude in June 2021 and urged the State to consider additional funds in 
the Governor’s May Revision. A commenter asked if the new dental benefits 
proposed in CalAIM will be (1) included in the State Plan and (2) available to 
FQHC providers, and (3) if reimbursement is available to FQHC providers outside 
of Prospective Payment System (PPS). 

Response: Based on the Governor’s May Revision budget released May 14, 2021, DTI 
will continue to provide dental preventive services, dental continuity of care, caries risk 
assessment, and silver diamine fluoride through the one-year temporary extension 
period, with the initiative concluding on December 31, 2021. Although the temporary 
Medi-Cal 2020 Section 1115 demonstration extension did not continue DSHP funding—

https://www.dhcs.ca.gov/Documents/Budget_Highlights/DHCS-FY-2021-22-MR-Highlights.pdf
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which had been used as the nonfederal share for these DTI initiatives—the State is 
using State general funds to continue the services through the end of this year.  

Beginning in 2022, the proposed dental benefits will be included in the Medi-Cal State 
Plan, and FQHCs, Tribal FQHCs, and Tribal IHS Memorandum of Agreement (MOA) 
clinics would similarly bill as they do today for all covered dental benefits, based on the 
eligible populations and medical necessity for the covered benefit. Covered benefits 
would be at the applicable PPS rate or the All-Inclusive Rate (AIR), when billed by 
billable providers. DHCS will also be seeking federal approval to pay the applicable 
incentive payment for the provision of preventive services or maintaining continuity of 
care in a separate payment that is separate and apart from the applicable PPS or AIR 
rate.  

Comment: Commenters recommended DHCS continue DTI Domain 4, permitting 
local DTI pilot projects with local dental providers, First 5 Commissions, schools, 
and other community stakeholders.  

Response: DHCS appreciates the commenters’ perspective but has decided to 
discontinue DTI Domain 4. The Local Dental Pilot Projects fell short of their goals, which 
were self-selected measurements by which to gauge their success, including their 
requested shifts in strategies, during the progression of the pilot program. While some 
local efforts have been more successful than others, DHCS was unable to obtain 
enough data to determine or influence any additional components for statewide policy, 
outside of what is already being put forward for Domains 1–3, nor do we have any 
indication that a one-year extension would move this outcome in a substantive way.  

Commenter: Commenters supported the pilot project at the Health Plan of San 
Mateo to carve in historically carved-out dental benefits and urged DHCS to 
require robust outcome metrics and evaluations for the pilot’s successes and 
challenges. 

Response: The State appreciates the commenters’ support of the Health Plan of San 
Mateo dental integration program. DHCS will seek the authority in the consolidated 
CalAIM 1915(b) waiver with an anticipated implementation date of January 1, 2022. 
DHCS intends to require outcome metrics and the evaluation that is required by the 
state law that authorized the Health Plan of San Mateo dental integration program. The 
evaluation and outcome metrics are being developed in collaboration with the Health 
Plan of San Mateo. 

Comment: Commenters requested DHCS implement greater oversight of the FFS 
dental program by integrating with the physical health side of Medi-Cal via MCMC 
MCPs. Commenters also expressed support for DHCS establishing a new 
statewide benefit building on the success of DTI for children and select adults to 
encourage oral health preventive services, as well as incentives for providers’ 
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delivery of preventive oral health care. Commenters requested DHCS consider 
recommendations to the proposed provider incentives, including expanding 
incentives to be eligible for additional preventive treatments; expanding silver 
diamine fluoride to all populations regardless of age or medical complexities; 
adding flexibility to encourage dental services based on medical necessity; and 
clarifying the monitor and evaluation measures to be leveraged with the provider 
incentive program. Other commenters encouraged DHCS to support the use of 
teledentistry services and promote the utilization of dental services for 
beneficiaries with special health care needs.  

Response: The State appreciates the commenters’ support and will continue to focus on 
improving preventive oral health and consider the recommendations to strengthen the 
provider incentive payments and dental benefits as DTI is transitioned out of the Section 
1115 demonstration.  

Drug Medi-Cal Organized Delivery System (DMC-ODS)  

Comment: Commenters supported DHCS’ proposal to continue the DMC-ODS 
program and its transition to the Section 1915(b) waiver. Other commenters 
encouraged DHCS to consider expanding DMC-ODS statewide, noting that any 
counties that have not yet opted in to DMC-ODS are rural counties with a high 
level of need to be addressed.  

Response: The State appreciates the commenters’ support for DMC-ODS as DHCS 
provides a robust continuum of care for SUD treatment services. DMC-ODS is a 
voluntary delivery system, permitting counties to opt in, which 37 of California’s 58 
counties have, providing access to 96 percent of the total Medi-Cal population 
statewide. DHCS continues to encourage statewide adoption of DMC-ODS and is 
actively working to streamline entry into DMC-ODS on a voluntary basis. 

Comment: Commenters expressed the importance of ensuring access to SUD 
treatment for Tribal members and ensuring that Tribal health programs can be 
reimbursed for providing SUD services. Commenters asked for clarification on 
how Indian Health Service (IHS) clinics and Tribal FQHCs can participate in DMC-
ODS. One commenter recommended that DHCS consider including technical 
assistance and support for community partners in Tribal health programs that are 
applying to be DMC-ODS providers. Commenters also encouraged DHCS to 
include the Indian Health Program Organized Delivery System (IHP-ODS) as an 
option in the CalAIM waivers. 

Response: The State agrees with the commenters’ desire to improve access to SUD 
services and is committed to working with Tribal leaders to ensure that Tribal health 
programs can participate in DMC-ODS. The State is eager to partner with IHS clinics to 
provide DMC-ODS services. IHS clinics are not required to have a separate contract 
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with a DMC-ODS county in order to provide DMC-ODS services. Tribal FQHC providers 
are required to carve out Drug Medi-Cal services and instead apply to be Drug Medi-Cal 
providers; DHCS is currently in discussions with CMS to develop a methodology to 
carve out DMC-ODS services from their APM rate. Please see Behavioral Health 
Information Notice 20-065 for additional information. 

Dual Eligibles/Coordinated Care Initiative (CCI)  

Comment: Commenters requested clarification on DHCS’ vision, strategy, and 
work plan for moving toward an aligned D-SNP and MLTSS structure for dual 
eligible beneficiaries, starting in 2023 in counties that participate in the CCI. In 
particular, commenters requested clarification on the implications these reforms 
will have on dual eligible beneficiaries’ care quality and outcomes, provider 
networks and provider participation, and the Medi-Cal and Medicare health plan 
markets. In addition, some commenters supported and some opposed the CalAIM 
initiative proposal to align with federal changes to end D-SNP lookalikes, which 
are Medicare Advantage plans that offer the same cost sharing as D-SNPs, but do 
not offer integration and coordination with Medi-Cal or other benefits targeted to 
the dual eligible population. 

Response: The State appreciates these comments and is committed to improving 
integration and coordination of care for dual eligible beneficiaries, as well as working 
with stakeholders to achieve these goals. DHCS will continue to solicit input on these 
important topics with its ongoing stakeholder workgroup on MLTSS and integrated care 
for dual eligible beneficiaries, as well as other stakeholders, as it develops and 
implements its aligned D-SNP and MLTSS approaches. 

Global Payment Program (GPP) and Equity Sub-pool 

Comment: Many commenters expressed strong support for the continuation of 
GPP, emphasizing that the program plays a critical role in increasing engagement 
with populations who are either uninsured or underinsured and incentivizing 
cost-effective, preventive, and outpatient care. Multiple commenters highlighted 
the importance of continuing the Safety Net Care Pool (SNCP) funding; one 
commenter specifically indicated that public health care systems cannot afford to 
maintain their existing levels of service for the uninsured without ongoing SNCP 
funding as part of the GPP, and multiple commenters noted that the COVID-19 
pandemic has only increased the importance of the GPP. Some commenters 
posed clarifying questions about the program, asking whether GPP will include 
the Public Hospital Redesign and Incentives in Medi-Cal (PRIME) program and 
Quality Incentive Program (QIP) and which entity determines, facilitates, and 
monitors GPP payments. 

https://www.dhcs.ca.gov/Documents/BHIN-20-065-Obligations-Related-to-Indian-Health-Care-Providers-in-DMC-ODS-Counties.pdf
https://www.dhcs.ca.gov/Documents/BHIN-20-065-Obligations-Related-to-Indian-Health-Care-Providers-in-DMC-ODS-Counties.pdf
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Response: The State agrees that continuing GPP is a crucial component of the CalAIM 
demonstration, including the SNCP funding. The GPP does not include PRIME; the 
applicable performance measures of PRIME were transitioned to, and public hospitals 
may now qualify to receive, managed care directed payments through QIP, which is 
distinct from GPP. DHCS facilitates and monitors GPP payments and the program’s 
evaluation was conducted by an independent evaluator, the RAND corporation.  

Comment: Many commenters supported the addition of the Equity Sub-pool in 
GPP, noting its importance to providing equitable care and addressing the 
specific needs of the remaining uninsured. Multiple commenters requested that 
DHCS provide additional information about the Equity Sub-pool and proposed 
activities. One commenter urged DHCS to provide flexibility in developing the 
Equity Sub-pool parameters, while other commenters requested that the Equity 
Sub-pool include specific activities and design components. These include 
requests for funding for tobacco cessation supports, medical-legal services, 
partnerships to measure disparities and implement community-wide disparity 
reduction plans, and funding for the convening and coordinating of necessary 
work to connect the health care sector to other sectors and community 
resources. 

Response: The State agrees that the addition of the Equity Sub-pool is critical to 
CalAIM’s comprehensive, cross-delivery-system approach to providing equitable, 
person-centered care to low-income Californians. DHCS is committed to implementing 
the Equity Sub-pool in a manner that best addresses the needs of California’s uninsured 
and underinsured populations, to improve equitable outcomes. Doing so requires DHCS 
to incentivize the delivery of services that address not only the physical and behavioral 
aspects but also the social drivers of health.  

Institutions for Mental Diseases (IMDs) Exemption for SUD Services 

Comment: Commenters supported the continuation of the IMD exemption for SUD 
services as part of DMC-ODS. Many commenters supported DHCS’ proposals to 
remove the limitation on the number of residential treatment episodes that can be 
reimbursed in one year. One commenter is opposed to DHCS’ proposal to remove 
the limitation on the number of residential treatment episodes. Other commenters 
provided additional feedback, including requesting that medical necessity 
determine the length of stay, and not the State’s 30-day average, for residential 
treatment stays. Another commenter recommended improving the current data 
collection practices, which reportedly have failed to capture the need for 
residential services (e.g., requirements to report “no waitlist”), and supporting 
additional investment to ensure true network adequacy. One commenter 
recommended that the State apply the same pre-diagnosis criteria in residential 
and inpatient levels of care as it does in outpatient levels of care. 
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DMC-ODS in counties that opt in. Indian Health Programs in participating 
counties may be able to provide peer support specialist services. (As noted 
above, DHCS is submitting a similar Section 1115 demonstration request for 
Drug Medi-Cal.)  

• New Benefit: Contingency Management in DMC-ODS 
IMPACT. DHCS is requesting authority to add Contingency Management as a 
new component of existing DMC-ODS services with authority under Section 
1915(b)(3). Contingency management is an evidence-based, cost-effective 
treatment practice for SUDs that combines motivational incentives with 
behavioral health treatments, and it is the only currently effective treatment for 
stimulant use disorders, for which there is no approved medication. This new 
benefit will be available to American Indians and Alaska Natives who receive 
services through DMC-ODS. Indian Health Programs that participate in DMC-
ODS may be able to provide these services. 

RESPONSE DATE 

Tribes and Indian Health Programs may also submit written comments or questions 
concerning this proposal within 30 days from the receipt of notice. To be assured 
consideration prior to submission to CMS, comments must be received no later than 
11:59 PM (Pacific Time) on Friday, May 7, 2021. Please note that comments will 
continue to be accepted after May 7, 2021, but DHCS may not be able to consider 
those comments prior to the initial submission of the CalAIM Section 1115 
demonstration and CalAIM Section 1915(b) waiver applications to CMS. 

Comments may be sent by email to CalAIMWaiver@dhcs.ca.gov or by mail to the 
address below. 

DHCS will host the following hearing to solicit Tribal and Indian Health Program 
stakeholder comments. The public hearing will be held electronically to promote social 
distancing and mitigate the spread of COVID-19. The meeting will have online video 
streaming and telephonic conference capabilities to ensure statewide accessibility.  

• Friday, April 30, 2021 – Tribal and Designees of Indian Health Programs Webinar 
for CalAIM Waivers 

o 2:00 – 3:30 PM PT 
o Register for conference: https://manatt.zoom.us/webinar/register/WN_-

karjUOkQmKZaLd1DghbJQ  
• Please register in advance to receive your unique login details and 

link to add to calendar 
o Call-in information (669) 900-6833 or (888) 788-0099 (Toll Free) 

• Webinar ID: 942 9300 6698 
• Passcode: 043021 
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